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SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 N 002 1200-8-6 No Deficiencies

This Rule  is not met as evidenced by:

 N 002

---

During the Fire Safety portion of the annual 

licensure survey conducted on 03/17/19, no 

deficienices were cited under the Tennessee 

Department of Health, Board for Licensing health 

Care Facilities, Chapter 1200-08-06, Standard for 

Nursing Homes.
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